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Abstract: Glomus tumor of the trachea is a rare disease. A glomus
tumor of the trachea in a 70-year-old man is described. The tumor
was successfully excised with rigid bronchoscopy. Twenty-four
months after treatment there remains no evidence of endobronchial
regrowth at bronchoscopy or imaging studies. Histologic features
and treatment are discussed.
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CASE REPORT
In April 2005 a man aged 70 was referred to our ThoracicSurgery Unit because of tracheal lesion found on computed
tomography (CT) scan (Figure. 1). He had a 2 month history
of worsening dyspnea that progressed to stridor the week of
presentation. He was also affected by obesity, microcytic
anemia, hypertension, esophageal varices and hepatic failure
due to chronic abuse of alchol. Since he presented with severe
dyspnea and risk of suffocation, pulmonary function tests
were not performed. Urgent rigid bronchoscopy was carried
out to restore patency of the airway and to define histology.
A polypoid lesion arose from the posterior membrane of the
middle trachea; the tracheal lumen was approximately 80%
occluded (Figure. 2). Endoscopic resection was accomplished
using a ND:YAG laser on the implant area. The day after
patient was discharged with normal ventilation. Macroscopic
evaluation revealed a polypoid lesion of 2  1  1 cm
covered by normal mucosa. Histologic evaluation showed a
well demarcated lesion in the submucosa featured by or-
ganoid or solid sheets proliferation of round cells arranged
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FIGURE 1. CT scan: tracheal stricture due to glomus tumor
of trachea.
FIGURE 2. Bronchoscopic view: glomus tumor of the trachea.
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around thin-walled, often dilated, vascular spaces. The tumor
cells had sharply defined cellular borders, weakly eosino-
philic or clear cytoplasm and round nuclei with finely dis-
persed chromatin. No mitotic figures were noted. Gomori’s
stain evidenced a delicate network of reticulum fibers that
encircled individual tumor cells. The overlying respiratory
epithelium was intact with aspects of squamous metaplasia.
Immunoistochemical stains showed intense positivity for vi-
mentin, pan-actin (HHF35) and smooth muscle actin (1A4)
antibodies. Pan-cytokeratin (AE1–AE3), chromogranin and
desmin were negative. A diagnosis of classic-type glomus
tumor was made.
Three months after resection patient underwent auto-
fluorescence bronchoscopy and endobronchial ultrasound to
exactly evaluate extension and depth of the lesion. Autofluores-
cence bronchoscopy confirmed the same margins previously
detected through the rigid bronchoscopy. Endobronchial ultra-
sonography revealed the limits of the glomus tumor within the
tracheal wall. Positron emission tomography/CT scan was also
used to exclude mediastinal or systemic involvement. Further
follow-up was based on CT-scan and bronchoscopy. The airway
remains patent without evidence of tumor 24 months after
treatment (Figure 3).
FIGURE 3. Bronchoscopic view: complete patency 24
months after bronchoscopic resection of the glomus tumor.
TABLE 1. Reported Cases of Tracheal Glomus Tumors
Authors Year Age (yr), Sex Clinical Features Location in Trachea Size (cm) Treatment Follow-Up
Hussarek and
Rieder2
1950 43, F Dyspnea Subglottic Bean-sized Resection
Fabich and
Hafez7
1980 63, M Dyspnea Above bifurcation 2.5  2  1 Tracheal resection Sepsis-death
Heard et al.8 1982 50, M Asthma-like Lower third 2.5  1.5  1 Tracheal resection 2 yr no
recurrence
Ito et al.3 1988 51, M Hemoptysis Upper third 1.5  1.2  1 Tracheal resection
Kim et al.9 1989 54, F Asthma-like Mid-trachea 1.5  1.2 Tracheal resection 13 mo no
recurrence
Shin et al.8 1990 47, F Hemoptysis Above carina 1.5  1  1 Tracheal resection
Garcia-Prats et al.5 1991 58, M Cough, dyspnea Mid-trachea 2.5  1.8 Tracheal resection 8 mo no
recurrence
Haraguchi et al.11 1991 61, M Asymptomatic Mid-trachea 1.2 Tracheal resection
Arapantoni et al.12 1995 65, M Hemoptysis, dyspnea Lower third Fragmentsc Bronchoscopic
resection Nd:YAG
1 yr no
recurrence
Watanabe et al.13 1998 43, M Hoarseness Lower third 2.0  1.6  1.4 Tracheal resection 20 mo no
recurrence
Koskinen et al.6 1998 66, M Asymptomatic Lower third Nd:YAG; external RT
Mansour and
coworkers 14
1999 34, M Hemoptysis Mid-trachea 2.4  2.1  1.6 Tracheal resection 4 mo no
recurrence
Gowan et al.15 2000 73, M Dyspnea, hemoptysis Mid-trachea 1.6  1.3  0.6 Tracheal resection 6 yr no
recurrence
Lange et al.16 2000 20, M Dyspnea Left main bronchus 1.5  1  0.4 Sleeve resection
Chien et al.17 2002 50, F Dyspnea, hemoptysis Lower third 2.5  2.5  2.0 Tracheal resction 12 mo no
recurrence
Nadrous et al.4 2004 39, M Hemoptysis Upper trachea 2.0  1.5  1.5 Tracheal resection
Present case 2005 70, M Dyspnea, wheezing Mid-trachea 2  1  1 Resection with
rigid scope
24 mo airway
patency,
residual
disease
Modified and updated from Menaissy YM, Gal AA, Mansour KA. Glomus tumor of the trachea. Ann Thorac Surg 2000;70:295–297.
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DISCUSSION
Glomus tumor is a benign and uncommon neoplasm
which can be found in any part of the body and is most
commonly seen in the subungueal area. This kind of neo-
plasm is a distinctive type of perivascular tumor whose cell
type is a modified smooth muscle cell closely resembling the
glomus body from which the name is derived. Very few
examples of malignant transformation have been reported in
literature.1 The histologic aspect is quite distinctive and
characteristic pattern of reticulin network and smooth muscle
actin positivity is almost diagnostic. Unusual sites of origin
have included the stomach, mediastinum, vagina, penis, lung
and trachea.2,3 Glomus tumors of the trachea are distinctly
rare; to our knowledge only 17 cases, including this one, have
been reported in world-literature so far.2,4 In the cases re-
ported in literature (Table 1) all tumors arise from the
posterior wall of the trachea and most are in the lower two
thirds of the trachea. These neoplasms have an average
maximal diameter of 2.0 cm (range: 1.2–4.5 cm). Most of the
tumors are not invasive. Only four cases (24%) have demon-
strated extratracheal extension.5,6 In our case there was no
extratracheal invasion. These tumors arise in the submucosa
of the trachea and consist of sheets and nests of cells sur-
rounding numerous vascular spaces.7 Differential diagnosis
includes carcinoids and hemangiopericytomas.5 An oncocytic
type has also been described.7Our case shows a characteristic
histologic and immunohistochemical pattern with no evi-
dence of atypical features. Considering the benign histology
of the disease, no extratracheal extension and no recurrence at
24 months, we considered the endoscopic resection an ade-
quate treatment for this patient. In our opinion, endoscopic
resection can represent not only the first choice treatment but
also an adequate therapy in case of delayed recurrence. In
case of frequent recurrences, stenting could be suitable for
treatment. Endoscopic treatment may be an option for pa-
tients who prefer this over surgical resection.
REFERENCES
1. Choi YJ, Yang KH, Gang SJ, Kim BK, Kim SM. Malignant glomus
tumor originating in the superior mediastinum: an immunohistochemical
and ultrastructural study. J Korean Med Sci 1991;6:157–163.
2. Hussarek M, Rieder W. Glomustumor der luftrohve. Krebsarzt 1950;5:
208–212.
3. Ito H, Motohiro K, Nomura S, Tahara E. Glomus tumor of the trachea:
immunohistochemical and electron microscopic studies. Pathol Res
Pract 1988;183:778–784.
4. Nadrous HF, Allen MS, Bortholmai BJ, Aughenbaugh GL, Lewis JT,
Jett JR. Glomus tumor of the trachea: value of multidetector com-
puted tomographic virtual bronchoscopy. Mayo Clin Proc 2004;79:
237–240.
5. Garcia-Prats MD, Sotelo-Rodriguez MT, Ballestin C, et al. Glomus
tumor of the trachea: report of a case with microscopic, ultrastructural
and immunoistochemical examination and review of the literature.
Histopathology 1991;19:459–464.
6. Koskinen SK, Niemi PT, Ekfors TO, Sipila¨ J, Valavaara R, Dean PB.
Glomus tumor of the trachea. Eur J Radiol 1998;8:364–366.
7. Fabich DR, Hafez GR. Glomangioma of the trachea. Cancer 1980;45:
2337–2341.
8. Heard BE, Dewar A, Firmin RK, Lennox SC. One very rare and one new
tracheal tumor found by electron microscopy: glomus tumor and acinic
cell tumor resembling carcinoid tumors by light microscopy. Thorax
1982;37:97–103.
9. Kim YJ, Kim JH, Suh JS, Ham EK, Suh KP. Glomus tumor of the trachea.
Report of a case with ultrastructural observation. Cancer 1989;64:881–886.
10. Shin DH, Park SS, Lee JH, Park MH, Lee JD. Oncocytic glomus tumor
of the trachea. Chest 1990;98:1021–1023.
11. Haraguchi S, Yamamoto M, Nishimura H. A glomus tumor of the trachea.
A case report. Nippon Kyobu Geka Gakkai Zasshi 1991;39:214–218.
12. Arapantoni-Dadioti P, Panayiotides J, Fatsis M, Antypas G. Tracheal
glomus tumor. Case Report. Respiration 1995;62:160–162.
13. Watanabe M, Takagi K, Ono K, et al. Successful resection of a glomus
tumor arising from the lower trachea: report of a case. Surg Today
1998;28:332–334.
14. Menaissy YM, Gal AA, Mansour KA. Glomus tumor of the trachea. Ann
Thorac Surg 2000;70:295–297.
15. Gowan RT, Shamji FM, Perkins DG, Maziak DE. Glomus tumor of the
trachea. Ann Thorac Surg 2001;72:598–600.
16. Lange TH, Magee MJ, Bell SW, Hazerligg SR. Tracheobronchial
glomus tumor. Ann Thorac Surg 2000;70:292–295.
17. Chien ST, Lee TM, Hsu JY, Wang JS, Tseng HH. Glomus tumor of the
trachea. Case Report. J Chin Med Assoc 2003;66:551–554.
Journal of Thoracic Oncology • Volume 3, Number 9, September 2008 Tracheal Glomus Tumor Resected with Rigid Bronchoscopy
Copyright © 2008 by the International Association for the Study of Lung Cancer 1067
